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Abstract
Background: Parents and childcare providers play a substantial role in the development of health behaviors among the children they care for. In order to ensure the
optimal growth and development of children, communication and family engagement in childcare is critical. Previous studies examining parent or provider perceptions about healthy eating or physical activity have explored these concepts individually and/or have only included only parents or providers. Therefore, the purpose
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of this study was to compare childcare provider and parent perceptions of communication regarding healthy eating and physical activity as well as use of best practice strategies on family engagement for these topics.
Methods: Childcare providers (n = 12) in childcare centers or a family childcare
home and a parent (n = 12) of a child they provide care for participated in a semistructured interview guided by the Social Ecological Model. Interviews were transcribed verbatim and uploaded to NVivo for data analysis. Data were analyzed using a directed content analysis. Three trained qualitative researchers developed a
codebook and then compared responses between parents and providers.
Results: Similarities in provider and parent responses included agreement on
healthy eating; influences on child development; parents being the most influential on children’s healthy eating; how they identified physical activity opportunities;
and the use of family engagement principles. Differences that arose included parents’ roles in promoting children’s physical activity; challenges for parents in promoting healthy eating and physical activity; and providers’ encouragement of physical activity. Importantly, few parents mentioned providers were top influences on
their child’s healthy eating or physical activity. Providers also mentioned having difficult conversations with parents was challenging.
Conclusions: Future efforts are needed to (1) help parents understand the providers’ role in the development of their child’s health behaviors and (2) strengthen efforts to engage families in healthy behaviors outside of childcare facilities.
Keywords: childcare, family engagement, parents, providers

Key Messages
• Communication between providers and parents as well as engagement of
parents is critical to the promotion of healthy eating and physical activity
among children ages 0–5.
• Previous studies have not included perceptions of both providers and parents about children ages 0–5 healthy eating and physical activity.
• This study found several differences between providers and parents perceptions on aspects of children’s healthy eating and physical activity.
• Few parents mentioned providers influenced their child’s healthy eating and
physical activity.
• Efforts are needed to help parents understand providers’ role in child’s
development.
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1 Introduction
In the United States, 8.1% of children 0–2 years old and 22.8% of children 2–5 years old are overweight or obese (Ogden et al., 2014). Being overweight or obese as a child increases one’s risk for developing
chronic health conditions such as diabetes and cardiovascular disease
(World Health Organization, 2019). Healthy eating and physical activity are two behaviors that are widely recognized to positively influence childhood obesity prevention (Wolfenden et al., 2020). Parents are viewed as the primary influence on children’s healthy eating
and physical activity. Given that a majority of parents are the primary influence on their child’s healthy eating and physical activity,
and also given that a majority of children in the United States attend
childcare, childcare providers also play a substantial role in the development of health behaviors among the children they care for (Child
Care Licensing, 2020). In order to ensure the optimal growth and development of children, family engagement—a collaborative process in
which positive relationships are built between parents and childcare
providers—is critical (Head Start Early Childhood Learning & Knowledge Center, n.d.).
One activity that can help support family engagement is communication (Dev et al., 2014). Previous studies have revealed the challenges
to communication in childcare (Dev et al., 2017; Jayasuriya et al., 2016;
Johnson et al., 2013; Mena et al., 2020). For example, one study focused on healthy eating in childcare found that parents felt staff did
not provide enough time for conversations during child pickup time,
and written reports lacked detail (Johnson et al., 2013). Specific to
physical activity, almost 80% of preschoolers’ parents reported no dialogue around the topic of outdoor play with their childcare provider,
and greater than 50% of parents reported having no idea about how
much time their child spent playing outdoors (Jayasuriya et al., 2016).
On the contrary, childcare providers report barriers in communicating with parents such as lack of face-to-face time with parents,
parents prioritizing talking about food issues (e.g. food allergies) instead of nutrition in general, lack of training on communicating without conflict, and a lack of information retention from parents (Dev et
al., 2017; Johnson et al., 2013; Mena et al., 2020). Ultimately, results
suggest both parents and providers believe that communication with
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each other is important but often limited (Mena et al., 2020). Previous research though has primarily explored either the parents’ or
childcare providers’ perceptions and focused only on healthy eating
or physical activity (Dev et al., 2017; Johnson et al., 2013; Tandon et
al., 2017). However, discrepancies in promotional practices are often
uncovered between these two caregivers (Hennink-Kaminski et al.,
2018; Luecking et al., 2020; Tandon et al., 2017). For example, parents in one study more often believed their child could get sick when
playing outside in the cold compared with providers (Tandon et al.,
2017). While in another study, providers thought communication was
critical but parents had inconsistent feelings on whether it was important to communicate about children’s healthy eating or physical
activity behaviors (Luecking et al., 2020). Thus, additional studies
are needed not only to collectively examine parent and provider perceptions (e.g. individuals own understanding of their experiences) on
communication about healthy eating and physical activity but also to
compare perceptions to see if consistency in perceptions on these topics within the same sample exist (Given, 2008).
Several organizations have developed principles for family engagement in childcare. One of the most widely recognized set of best practice principles for family engagement is from the National Association
for the Education of Young Children (NAEYC; see Table 1), which includes principles such as partaking in two-way communication with
parents and involving parents in program level decision making. However, little research has jointly examined and compared parent’s perceptions of best practice strategies childcare providers may be using to
engage parents in healthy eating and physical activity (National Association for the Education of Young Children [NAEYC], n.d.-a; Dwyer et
al., 2008; Vandeweghe et al., 2016). Therefore, it is unknown to what
extent providers are utilizing best practice principles and how parents are being involved within childcare for health promotion through
practices described by the NAEYC. A better understanding of these
perceptions and whether there is alignment between parents and providers could help to develop resources to increase family engagement
and encourage greater consistency in health promotion practices between caregivers. Therefore, the purpose of this study was to compare
childcare provider and parent perceptions of communication regarding healthy eating and physical activity as well as use of best practice
strategies on family engagement for these topics.
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2 Methods
2.1 Study design
This qualitative comparison study was guided by a directed content
analysis approach (Hsieh & Shannon, 2005; Lindsay, 2019). Data collection occurred between July 2019 and January 2020.
2.2 Participants and recruitment
Inclusion criteria for providers included (1) being a lead teacher at a
childcare center (CCC) or family childcare home (FCCH) which served
children aged zero to five within a metropolitan area in which the
study took place and (2) willing to provide contact information of a
parent from their facility who would also participate in the study. Inclusion criteria for parents included having a child enrolled in the lead
teacher’s classroom. One provider and one parent were recruited from
each childcare facility. As previous research has found that conducting
at least eight interviews resulted in 80% data saturation, 12 providers
and 12 parents were recruited for data collection (Namey et al., 2016).
A total of 28 providers were contacted via email and 31 via phone with
12 noting initial interest and completing the interview. With the 12
providers (n = 6 CCC, n = 6 FCCH), 12 parents of those facilities and
who had children within the providers classroom were contacted for
telephonic interviews. The study was approved by a University affiliated Institutional Review Board (IRB).
Researchers obtained lists of childcare programs from the Nebraska
Nutrition and Physical Activity Self Assessment for Child Care (Go NAP
SACC) trainers, Nebraska Department of Health and Human Services
Roster of Licensed Childcare and Preschool Programs in Nebraska as
well as online from Facebook. Childcare providers were contacted via
email or phone to determine if they met inclusion criteria and determine if they were interested in participating in the study. Participants
were selected based on maximum variation purposive sampling with
a goal of having half of participants from the CCC setting and half of
participants from the FCCH setting in order to ensure broad representation and application across settings (Robert Wood Johnson Foundation, n.d.).
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For participating childcare providers, a narrative consent was read
aloud to providers, and if they provided verbal assent, a time and day
were determined for the interview to take place in person at the provider’s facility. After completion of the provider interview, the researcher asked the provider for the contact information of the parent
to participate in a similar interview. The primary investigator then
contacted parents via text message, and a similar process regarding study explanation and acquiring verbal assent was completed via
telephone.
2.3 Instruments
Before the start of the interview, participants completed a demographic form (n = 12 questions providers, n = 10 for parents) including questions regarding their gender, education, and ethnicity.
The interview guide was developed based off of the Social Ecological
Model (SEM) and previous studies exploring family engagement (Table 2) (Dev et al., 2014; Garcia et al., 2018; Johnson et al., 2013; Lyn
et al., 2013). The SEM consists of five different levels that are posited
to interact to influence individuals’ or groups’ behavior (McLeroy et
al., 1988). The five levels are (1) individual factors (e.g. individuals’
knowledge, attitudes, and behaviors), (2) interpersonal factors (e.g.
social networks, family, friends, and work colleagues), (3) institutional
factors (e.g. organizational procedures and administrative supports),
(4) community factors (e.g. relationships between different organizations), and (5) policy factors (e.g. local, state, national laws, and policies). This was operationalized by assessing caregivers’ knowledge on
healthy eating and physical activity on the individual level, relationship and communication between parents and providers on the interpersonal level, and providers’ collaboration with organizations on
the community level. To reduce participant burden, questions regarding the policy factors were not included in this study. The interview
guide consisted of 20 total questions with 6 at the individual level, 12
at the interpersonal level, and 2 at the community level. Family engagement strategies were primarily explored at the institutional level
(e.g. organizational policies). The childcare provider guide included a
card-sort task (Dev et al., 2014). Childcare providers were given cards
with each of the six NAEYC (n.d.-b) best practice family engagement
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Table 1 National Association for the Education of Young Children: Six principles of
effective family engagement Principle Description
1. Programs invite families to
Programs invite families to actively take
participate in decision making and 		 part in making decisions concerning their
goal setting for their child. 		 children’s education. Teachers and families
		 jointly set goals for children’s education and 		
		 learning both at home and at school.
2. Providers and programs engage
Strategies allow for both center- and
families in two-way communication. 		 family-initiated communication that is timely and 		
		 continuous. Conversations focus on a child’s 		
		 educational experience as well as the larger 		
		 program. Communication takes multiple forms 		
		 and reflects each family’s language preference.
3. Programs and providers engage
Programs and families benefit from shared
families in ways that are truly reciprocal. 		 resources and information. Programs invite
		 families to share their unique knowledge and 		
		 skills and encourage active participation in the life 		
		 of the center. Providers seek information about 		
		 children’s lives, families, and communities and 		
		 integrate this information into their curriculum and
		 teaching practices.
4. Programs provide learning activities
Programs use learning activities at home and
for the home and in the community.
in the community to enhance each child’s early 		
		 learning and encourage and support families’ 		
		 efforts to create a learning environment beyond the 		
		program.
5. Programs invite families to participate
Programs invite families to actively participate
in program-level decisions and wider 		 in making decisions about the program itself.
advocacy efforts. 		 Programs also invite families to advocate for 		
		 early childhood education in the wider community.
6. Programs implement a comprehensive
Programs institutionalize family engagement
program-level system of family 		 policies and practices and ensure that providers,
engagement. 		 directors, and other staff receive the supports they 		
		 need to fully engage families.

principles (Table 1) listed on it and sorted the card into ‘uses’, ‘does
not use’, ‘unsure about’, or ‘haven’t heard about’. Next the researcher
asked the participant to sort the ‘uses’ pile into ‘easy to do’, ‘sometimes hard to do’, or ‘really hard to do’ followed by additional probing
questions. Parents were read each principle aloud and asked about if
or how their provider or childcare facility took part in this principle.
2.4 Procedures
The researcher who conducted the interviews was a female undergraduate student in public health. She did not know the participants
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in any formal or informal capacity prior to the interview. She received training on conducting qualitative interviews, practiced interviews, and received feedback on her interviews by the first author,
an experienced qualitative researcher with over 10 years of qualitative experience.
Once the interview guide was completed, using a cognitive interview approach, three pilot tests (2 parents and 1 childcare provider)
were conducted using the ‘think aloud’ approach (Willis, 1999), to
evaluate face validity and gauge duration of the interviews. Minor
changes were made to the wording prior to beginning data collection
including changing the word nutrition to healthy eating and removing several questions that were repetitive. Provider interviews were
completed in person, whereas parent interviews were conducted over
the phone for convenience. To reduce social desirability bias, the interviewer attempted to establish rapport with participants and if the interviewer detected a response due to social desirability bias, attempts
were made to elicit a more authentic response (Bergen & Labonté,
2020). Interviews ranged from 25 to 67 min and were audio recorded
2.5 Data analysis
The interviews were transcribed verbatim and uploaded into QSR
Nvivo 12. Overall, data analysis followed a directed content analysis
approach (Assarroudi et al., 2018; Hsieh & Shannon, 2005). Interviewing and data analysis occurred concurrently to ensure data saturation
was achieved in both groups with the initial proposed sample size
(Hennink et al., 2017). All transcripts were coded utilizing the same
codes for both parent and provider responses guided by best-practice
strategies for conducting a directed content analysis (Assarroudi et
al., 2018; Hsieh & Shannon, 2005). First, the second author immersed
herself in the data by reading through the interviews several times.
Next, she developed a formative categorization matrix in which she
utilized a deductive analysis approach to develop main categories according to the SEM levels (individual, intrapersonal, institutional, and
community) and sub-categories guided by the topics (e.g. caregivers’ knowledge on healthy eating and physical activity, relationship
between parents and providers, providers’ collaboration with community organizations, use of NAEYC family engagement principles)
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Table 2 Interview guide following the social ecological model
Individual
How do you define healthy eating?
How do you think healthy eating influences a child’s development?
How do you define the term physical activity?
How do you think physical activity influences a child’s development?
Are you aware of any national recommendations for serving healthy food in childcare?
Please explain.
Are you aware of any national recommendations regarding physical activity in childcare? Please explain.
Interpersonal
Who do you think has the greatest influence over children’s eating habits?
Who do you think has the greatest influence over children’s physical activity levels?
What do you think the parent’s role is in promoting healthy eating?
What do you think the parent’s role is in promoting physical activity?
What challenges do you think parents have with trying to promote healthy eating
choices at home with their child(ren)?
What challenges do you think parents have with trying to promote physical activity with
their child(ren)?
What do you think is your (childcare providers’) role in helping children establish
healthy eating habits?
What do you think is your (childcare providers’) role in providing physical activity for
the children at your facility?
How do you/your childcare provider encourage families to promote healthy eating with
their children
How do you/your childcare provider encourage families to promote physical activity
with their children?
Outside of pick up and drop off, please describe how you/center communicate with children’s parents.
What challenges have you had communicating with parents/childcare providers?
Institutional (card sorting task)
Here is a stack of cards that list effective principles regarding family engagement practices. Could you put these cards into three piles:
1. One pile for principles that your center uses,
2. One for principles that the center does not use, and
3. One for principles that you have not heard about or are unsure about.
Community
Have you/your childcare provider ever worked with a community organization to provide family engagement opportunities?
What community organizations would you/your childcare provider like to partner with
to promote physical activity and healthy eating with the children in your care and
their families?
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within the interview guide. Next, she developed a codebook with definitions of main categories and subcategories and then coded all data
into these categories and sub-categories. Once this initial coding was
complete, the first author reviewed the codebook and all coding to ensure all data were coded within the appropriate category or sub-category. Next, the second author utilized inductive coding to identify
codes underneath the existing sub-categories. For example, underneath the sub-category of physical activity impact on child development, codes were developed for cognitive, language and communication, movement and physical development, and social and emotional.
After this, she revised the codebook to include the additional codes
with corresponding definitions. Following this coding, the first author
again reviewed the codebook and all coding. She documented all discrepancies where either the codebook and/or coding were not clear.
Then the two met to discuss these discrepancies, revise the codebook
when appropriate, and come to a consensus on all coding. After the codebook was revised, both authors reviewed all coding one more time
to ensure coding aligned with the codebook and that appropriate links
were made between codes, sub-categories, and overall categories. Finally, the codebook and codes were shared with the third author, who
reviewed the codebook and codes and agreed with the existing coding. Coding was conducted across all transcripts prior to comparing
between groups (Lim et al., 2013; Lindsay, 2019)
Once data analysis was complete, the research team reviewed the
codes to identify differences in responses between parents and providers. To facilitate this comparison, the percentage of respondents
for each category were calculated and then compared between parents and providers (Table S1). Then researchers reviewed the coding to
further compare differences between responses. Data were validated
through the process of peer debriefing by the review and discussion
of codes with a third reviewer (third author) and thick description
by providing a detailed description of the data collection and results
(Creswell, 2013). Strategies to enhance credibility and dependability were used throughout the study to support trustworthiness in the
findings (Korstjens & Moser, 2018). To enhance credibility data triangulation occurred through the use of multiple data sources from different sites (CCC and FCCH) and persons (parents and providers) as
well as investigator triangulation by using three different researchers
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Table 3 Characteristics of child care setting and demographics of child care providers and parents (n = 12)
			
Child care settings
Child and adult care food program
		 Yes
		 No
Step up to qualitya
		 Yes
		 No
Child care providers
Gender: Female
Education
		 High school degree
		 Some college
		 College degree (associate or bachelors)
Ethnicity
		 Black
		 White
		 Hispanic
Parents
Gender: Female
Education
		 High school degree
		 Some college
		 College degree (associate or bachelors)
Ethnicity
		 Black
		 White
		 Hispanic

Total

11 (91.7)
1 (8.3)
9 (75.0)
3 (25.0)
12 (100.0)
2 (16.7)
4 (33.3)
6 (50.0)
2 (16.7)
8 (66.6)
2 (16.7)
12 (100.0)
1 (8.3)
3 (25.0)
8 (66.7)
3 (25.0)
8 (66.7)
1 (8.3)

a. Step up to quality is the state’s quality rating improvement system.

in the analysis process (Korstjens & Moser, 2018). To enhance dependability, records of each step of the research study including changes
in data analysis were kept and reported accordingly.

3 Results
A total of 24 participants, 12 childcare providers and 12 parents, completed interviews (Table 3). A majority of childcare facilities were a
part of the Child and Adult Care Food Program (91.7%) and were a
part of the quality rating improvement system for the state (75.0%).
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All participants were female (100.0%), whereas a majority were white
(66.7%), and had at least some college (83.3%). An overview of all
results are provided in Table S1.
Overall, both similarities and differences were found across all SEM
levels. At the individual level, more providers than parents were aware
of national recommendations for healthy eating compared with parents. However, a majority of both providers and parents were not
aware of recommendations for physical activity and only about half
of all participants were aware of recommendations for screen time.
At the interpersonal level, for healthy eating, providers and parents
mentioned family as the primary influence with only a few parents
mentioning providers as influential. Conversely, for physical activity,
providers mentioned family, providers, and parents as influential on
children’s physical activity, whereas parents only mentioned family
and peers. At the institutional level, there was a high level of agreement between providers and parents that childcare providers were
engaged in 5 of the 6 best practice family engagement principles. Finally, at the community level more parents than providers mentioned
their childcare facilities had engaged with community organizations
and were unsure of types of community organizations childcare providers could partner with. Findings at each level are discussed in more
detail below.
3.1 Individual
3.1.1 Knowledge of healthy eating and physical activity definitions
With respect to knowledge of healthy eating, all participants primarily mentioned healthy eating in the context of food groups or as
eating in moderation. Further, both providers and parents agreed that
healthy eating influenced a child’s physical development, cognitive development, and social and emotional development. Regarding differences, providers (75%) more often referred to eating within specific
food groups compared with parents (42%). Although parents more often referred to moderation (50%, 17% respectively). Not surprisingly,
providers (83%) were more likely to state that they were aware of the
national recommendations for food compared with parents (50%).
Similarities in respect to knowledge and recommendations of physical activity were found between parents and providers. Participants
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similarly defined physical activity as high intensity activities such as
‘running’ (parent). An additional similarity was a majority of both providers and parents were unaware of the national recommendations for
physical activity and a little over half of providers and parents were
aware of national recommendations for screen time. However, several differences in knowledge were also found between providers and
parents. Providers were more likely to define physical activity as motion or movement (58%) in comparison to parents (25%), whereas
parents more often referenced sports and no providers mentioned
this. Providers felt that physical activity primarily helped with physical development (83%), cognitive development (42%) and language
and communication (25%). Parents primarily thought physical activity impacted social and emotional development (58%), and cognitive
development (25%). No parents mentioned an influence on language
and communication skills, whereas only one provider mentioned an
impact on social and emotional development.
3.2 Interpersonal
3.2.1 Healthy eating and physical activity influences
When asked who had the most influence of children’s healthy eating behaviors, providers and parents primarily mentioned family. Conversely, providers also mentioned that parents and providers were a
primary influence; however, only a few parents mentioned providers
as influencing their child’s eating. One provider mentioned, ‘I think
the parents, we can too, but I think the first need is at home’. Additionally, a few parents thought that peers were the primary influence on
their child’s eating behaviors. One parent described, ‘… my daughter
loves peas but somebody made fun of her at school for liking peas so
now she doesn’t eat peas at school …’. Providers and parents had less
agreement in regarding to who had the biggest influence on children’s
physical activity. Providers mentioned the entire family (33%), providers and parents (33%), or just the provider (25%). For example,
one provider mentioned, ‘I would say parents and their teachers, because again those are the two main people who are in their lives, they
go home with parents, but they are here with us 8 h of the day’. Conversely, parents thought family (75%) or peers (17%) were the biggest influencers and once again did not refer to providers.
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3.2.2 Providers’ and parents’ role in healthy eating and physical
activity
Participants were asked how providers and parents should or were
promoting healthy eating. Concerning the providers’ role, providers
and parents agreed the providers serve as role models and should provide healthy options. Providers more often mentioned that their role
was also to present family style dining (25%) compared with only
8% of parents. In regard to parents’ role in healthy eating, both providers and parents discussed the importance of parents encouraging
eating healthy foods, and role modelling of eating healthy foods. One
provider mentioned, ‘If they are not eating healthy at home, then they
are not going to want to eat the food we have here’. A majority of parents also stated they promoted healthy eating by providing healthy
food (83%); however, only 33% of providers mentioned parents’ provision of healthy food.
When discussing providers’ role in physical activity, providers and
parents had different perceptions. Providers primarily discussed that
their role in promoting physical activity to children was to role model
physical activity (58%) and provide options (33%). Conversely, more
parents mentioned providers role in promoting physical activity was
to provide options for physical activity (67%) compared with role
modelling (42%). For example, one parent discussed the importance
of providing options, ‘It is about them providing options. Making sure
to take advantage of good weather days, get them outside, you know
giving them opportunities’.
When discussing parents’ roles for physical activity, both providers and parents thought parents promoted physical activity through
role modelling. However, more parents than providers (67%, 17%) reported the provision of physical activity as a way they as parents promoted physical activity. Interestingly, two providers specifically mentioned how they felt parents might have difficulties promoting healthy
eating and physical activity as one provider mentioned, ‘We try to talk
to them (parents) when we learn about something okay you can repeat this at home, do this or do this, and not every parent does it, but
some parents can’.
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3.2.3 Challenges to promotion of healthy eating and physical activity
for parents
Relatedly participants were asked about challenges that parents
face promoting healthy eating and physical activity. In regard to
healthy eating, both providers and parents thought time was an issue
for parents. More providers (42%) than parents (17%) mentioned the
expense of healthy foods was a challenge for parents. More parents
(42%) than providers (17%) mentioned the child’s wants as a challenge. For instance a parent said, ‘Obviously my kid would rather have
a pop-tart than celery’. Regarding physical activity, providers believed
time was the biggest barrier for parents (75%) but only 17% of parents mentioned this as a barrier. Parents mentioned various barriers
such as being tired, their child not wanting to participate, the weather,
or no barriers at all.
3.2.4 Providers’ encouragement of healthy eating and physical
activity
Providers and parents also discussed how providers encouraged
healthy eating and physical activity. Approximately half of providers
and parents mentioned, providers engaged in verbal discussion or encouragement of trying healthy foods at home and activities they did at
their childcare facility that could be tried within the home. Of those
parents who reported discussing activities with their providers, most
mentioned actually trying these activities at home. For example, one
parent said, ‘One day they did like a train thing with these little cars
outside and my son was pulling the kids up so we did [the activity]
that night too so seeing things they are doing fun outside knowing
that they are having fun doing it there then we take it home and do
it ourselves’. In regard to healthy eating, a quarter of providers, but
only one parent mentioned providers also encouraged healthy eating
by promoting family style dining. Similarly, more providers than parents mentioned the childcare facility shared government or other local
organization healthy eating resources with families. Further, half of
providers and a majority of parents reported that no other resources
had been shared pertaining to physical activity at home. One provider
mentioned, ‘Yeah a few fliers. I probably find them more in my driveway …’.
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3.2.5 Communication between providers and parents
Participants discussed the type of communication that typically occurs outside of and during drop off and pick-up time. Outside of pickup and drop-off time, communication occurred in a variety of different
ways including phone calls, text messages, apps (e.g. ClassDoJo), newsletters, e-mails, Facebook, or through support staff without any major
differences between provider and parent responses. When discussing
communication during pick-up and drop-off though, several differences
were found. A majority of providers and half of parents stated they typically verbally discussed any updates during this time. An additional
third of childcare providers reported using daily sheets, whereas only
17% of parents mentioned their provider used daily sheets.
Regardless of the type of communication channel, most providers
felt there were challenges to communicating. The majority of providers thought some of the barriers were due to parents’ behaviors such
as not communicating with them, not taking their advice, or not taking healthy eating and physical activity seriously. For example, one
CCC provider mentioned, ‘… the other challenge would be the parents
who do not want to make time to talk to you about their child’. Another challenge primarily mentioned by providers was the challenge
of having difficult conversations with parents about their child’s behavior. A majority of parents reported they did not experience challenges communicating with their childcare provider.
3.3 Institutional
To understand institutional practices, providers were asked about if
or how they implemented NAEYC’s six family engagement principles,
whereas parents were asked if their providers use these principles. In
regard to their overall knowledge of the NAEYC principles, a majority
of providers (67%) said they were aware of the principles compared
with 25% of parents. Table 4 provides the percentages of parents and
providers who mentioned their childcare facility used each of the principles. Overall, there was a high-level of agreement between parents
and providers on whether or not the childcare facilities used principles 1–5. For principle 6, concerning a comprehensive program-level
system, fewer providers than parents identified that their childcare
facility used this principle.
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Table 4 Percent of providers and parents who said their childcare facility uses each
of the NAEYC family engagement principles
Principle

Provider (%)

Parent (%)

1. Programs invite families to participate in decision making
and goal setting for their child.

82

82

2. Providers and programs engage families in two-way
communication.

90

100

100

90

4. Programs provide learning activities for the home and
in the community.

73

64

5. Programs invite families to participate in program-level
decisions and wider advocacy efforts.

36

45

6. Programs implement a comprehensive program-level
system of family engagement.

45

73

3. Programs and providers engage families in ways that are
truly reciprocal.

3.4 Community
When asked if providers had previously or were currently utilizing any
community organizations that engage families, several differences between providers and parents were found. Fewer providers (25%) than
parents (58%) mentioned their childcare facilities had engaged with
community organizations. The types of activities mentioned varied
widely from having, ‘a lady that comes and teach the kids like yoga
and the parents can come to it too’ (parent) to discussing utilizing local farmers market or food stands as one parent mentioned, ‘She will
say local farms or local produce stands are here and there and we will
talk about what she is going to be getting from there’. When asked
about potential community organizations to promote healthy eating
and physical activity, a third of providers were unsure of organizations they could partner with whereas a majority of parents were unsure. Providers had a wide variety of ideas ranging from partnering
with the local YMCA or partnering with organizations like Home Depot to take part in gardening classes for kids.

D i n k e l e t a l . i n C h i l d C a r e H e a lt h D e v . 4 8 ( 2 0 2 2 )

18

4 Discussion
The purpose of this study was to compare childcare provider and parent perceptions of communication regarding healthy eating and physical activity as well as use of best practice strategies on family engagement for these topics. When exploring provider and parent knowledge
of healthy eating and physical activity it is important to note that a
majority of providers but only half of parents were aware of national
food guidelines. Similar to other research, a majority of providers and
parents were not aware of the physical activity guidelines for children
(Dwyer et al., 2008; Joseph et al., 2019). Childcare providers’ knowledge of nutrition guidelines is likely a reflection of the high percentage
of providers who participated in the Child and Adult Food Care Program, which requires training on this topic. Given professional development on nutrition is related to parent engagement, the topic of nutrition and recommendations for healthy eating might be a feasible topic
for providers to communicate this knowledge to with parents (Garcia
et al., 2018). The lack of knowledge of physical activity guidelines is
likely also a reflection of the lack of mandated training on physical activity within the state that the study took place. This is important as a
recent study found that early childhood education candidates who had
training related to physical activity were more likely to report higher
perceived importance and personal responsibility for teaching physical
activity (Bruijns et al., 2020). Given evidence that childcare providers
are interested in physical activity trainings (Bruijns et al., 2020; Fees
et al., 2009), efforts are needed to ensure physical activity trainings
are provided and promoted to childcare providers.
Another important finding was in reference to discussion on providers and parents perceptions of people who influenced children’s
health behaviors. Although both providers and parents recognized the
importance of parents, few parents recognized the providers’ role in
influencing their child’s healthy eating and physical activity behaviors.
Given the amount of time children spend in childcare, research supports the critical role that providers play in children’s development
(O’Neill et al., 2016; Sisson et al., 2017). Future efforts are needed to
educate parents about the role and importance of not only their family but childcare providers on children’s health behaviors (Rhodes et
al., 2020; Sisson et al., 2017).
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Providers and parents had several different perceptions of their
counterpart’s role in healthy eating and physical activity. For example, more parents than providers thought an important role for providers was offering options for physical activity. On a similar note for
parents’ role, more parents than providers reported parents offered
physical activity to their children. These differences really underscore
the potential lack of communication between providers and parents
on how each entity supports children’s healthy eating and physical
activity. Future efforts could consider increased communication on
daily activities within the childcare setting and at home. These efforts
could be as simple as parents letting childcare providers know their
child is participating in a new activity such as a soccer league. Additional discussion could also occur during semi-annual parent-provider conferences.
Both providers and parents agreed parents had challenges to promoting healthy eating and physical activity; yet again, there were
also differences. Both groups agreed time was the biggest barrier to
healthy eating (Ling et al., 2016). However, although most providers
thought time was also a barrier for promoting physical activity, only
a few parents reported this as a barrier. This is in contrast to other
research that found parents viewed their busy lifestyle as a barrier to
physical activity (Joseph et al., 2019). Other differences were in regard to more providers than parents mentioning the expense of food
and more parents than providers mentioning children’s wants as challenges to healthy eating. Understanding parents’ perceived challenges
to promoting healthy behaviors could provide critical information for
providers who may be able to help parents with these challenges given
their knowledge and experience working with a number of families
(Dev et al., 2017). Future efforts could encourage childcare providers
to speak with parents about the challenges they experience to determine if they are able to either verbally encourage or provide informational sessions for parents.
Discussion of providers’ encouragement of healthy eating and physical activity also led to several interesting findings. First, a quarter
of providers but only one parent mentioned providers encouraged
healthy eating by promoting family style dining, a responsive feeding practice recommended by the Child and Adult Care Food Program.
Similar to other research on healthy eating, there appeared to be a
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lack of resource sharing by providers partially due to not having the
proper resources to offer parents (Dev et al., 2014, 2017). There is a
need for readily accessible resources for providers that address easily implementable strategies for children’s healthy eating and physical activity to improve family engagement in these behaviors.
In regard to methods of communication, similar to other research
providers and parents reported using various methods (Barnes et al.,
2016; Mena et al., 2020). However, in this study, a third of childcare
providers reported using daily sheets but fewer parents mentioned
this type of communication. Previous research has also found that
childcare providers thought paper/print forms of communication were
the most successful forms of communication (Barnes et al., 2016). Our
finding is important as if providers are spending their time on such
sheets and they are not being utilized, additional avenues of communication may need to be explored.
Further, although a majority of parents noted no challenges communicating with their providers, a third of providers did feel it was a
challenge having difficult conversations with the parents they work
with. In addition, a majority of providers expressed a concern that
parents do not communicate with them enough, are not always taking
their advice, or are not taking healthy eating and physical activity seriously (Dev et al., 2017; Dwyer et al., 2008; Johnson et al., 2013; Sisson et al., 2017). Professional development opportunities to improve
providers’ confidence in approaching and communicating with parents are needed. Further owing to COVID-19 and increased need to
report updates on health and safety information of children, supplemental communication through messaging may and/or could be utilized. Providers may want to prioritize the parent preferred methods
of communication that parents are most comfortable using in order
to bolster relationships and the exchange of information.
Interestingly, more parents than providers mentioned their childcare facility had engaged with community organizations. However,
providers and parents were not aware of community organizations
that could be promoted to engage families in healthy eating or physical activity. Community organizations such as Park and Recreation
departments or libraries may be potential options for childcare providers to partner with to support early childhood health behaviors
(NAEYC, n.d.-a). Future efforts are needed to determine how providers

D i n k e l e t a l . i n C h i l d C a r e H e a lt h D e v . 4 8 ( 2 0 2 2 )

21

could collaborate with community organizations to support parents
in promoting healthy behaviors. For example, a study of Hart et al.
(2015) found parents desired information in regard to how to promote
healthy eating and avoid encouraging a negative body image. As providers’ may not have this specific expertise, community partners such
as local mental health practitioners, registered dietitians and nutritionists, or universities might be able to provide already or easily developed resources to parents (Hart et al., 2015).
There were several strengths of this study. First, this is one of the
first studies to collectively present and compare perceptions of parents
and childcare providers regarding healthy eating and physical activity within one study. Another strength of this study was the inclusion
of providers and parents from family childcare homes and childcare
centers. The sample allowed an opportunity to see common themes
across the types of facilities. Future research should further explore
the types of strategies that might be needed to facilitate family engagement in different facility types (e.g. FCCH and CCC). This study
also had several limitations. One limitation was that the recruitment
of parents was dependent on the contact information that the childcare providers offered. Thus, childcare providers likely provided contact information for parents who they have good rapport with, thus
this may have been reflected in the findings. Another limitation is
that all childcare providers and parents resided within the same Midwest metropolitan area and it was a relatively small sample. Findings
from this study are likely not generalizable and may not be applicable to residents within other geographical areas. Although data were
collected prior to COVID-19, further research regarding strategies to
support providers and parents in family engagement using novel approaches from a more diverse audience within the context of social
distancing is needed. Finally, given that only _20% of providers who
were contacted, participated in the study, participants may have been
more interested in this topic and thus results may not reflect all childcare providers.
In conclusion, this study found several similarities and differences
in providers’ and parents’ perceptions of communication and family engagement in healthy eating and physical activity. These results
provide further evidence of the need for increased communication
not only between providers and parents but also for parents to fully
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understand the impact that providers have on their children’s health
behaviors. Future research efforts should help in identifying appropriate ways to discuss difficult topics and find common grounds for providers and parents as well as how providers can continue to facilitate
parents’ engagement in promoting healthy eating and physical activity.
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Supplemental Table 1. Themes and results from semi-structured interviews
Total
Provider
Ecological Model
(n = 24)
(n = 12)
Individual
Knowledge
Define healthy eating
as specific food groups
58%
75%
as eating in moderation
33%
17%
as awareness
4%
8%
Healthy eating impact on child development
Cognitive
46%
42%
Movement and physical development
67%
67%
Social and emotional
33%
25%
Define physical activity
as high intensity
42%
42%
as general motion or movement
42%
58%
as sport participation
8%
0%
Physical activity impact on child development
Cognitive
33%
42%
Language and communication
13%
25%
Movement and physical development
67%
83%
Social and emotional
33%
8%
National recommendations for food
Not aware
25%
8%
Aware
67%
83%
National recommendations for physical activity
Nor aware
79%
67%
Aware
13%
25%
Interpersonal
Influence on healthy eating and physical activity
Most influential of child’s eating
Everyone
8%
8%
Family
54%
50%
Other kids
8%
0%
Parents and provider
21%
42%
Provider
8%
0%
Most influential of child's physical activity
Everyone
4%
8%
Family
50%
33%
Other kids
8%
0%
Parents and provider
17%
33%
Provider
13%
25%
Child
4%
0%
Parents’ role in healthy eating and physical activity
How to promote healthy eating in home
Encouragement
29%
25%

Parent
(n = 12)

42%
50%
0%
50%
67%
42%
42%
25%
17%
25%
0%
50%
58%
42%
50%
92%
0%

8%
59%
17%
0%
17%
0%
67%
17%
0%
0%
8%

33%

Role model
Problem with parents
Provide healthy food
How to promote physical activity in home
Encouragement
Role model
Problem w parents
Provide physical activity
Challenges for parents to offering healthy eating
Perceived wants of child
Too expensive
Lack of knowledge
No challenges
Purchasing unhealthy options
Time
Challenges for parents offering physical activity
Child not wanting to
No challenges
Lack of knowledge
Time
Tired
Weather
Providers’ role in healthy eating and physical activity
Provider’s role in eating
Provide family style dining
Don’t know
Provide healthy options
Role model
Providers’ role in physical activity
Provide options
Role model
Teaching
Encourage healthy eating and physical activity
Verbal discussion
Family style dinning
State-gov resource
Communication at pick up and drop off
Mobile app
Daily sheet
Facebook messenger
Text
Verbal (in person)
Challenges with communicating
Difficult conversations
Difficult parents
Lack of communication

38%
8%
58%

42%
17%
33%

33%
0%
83%

13%
50%
8%
42%

25%
58%
17%
17%

0%
42%
0%
67%

29%
29%
8%
4%
8%
42%

17%
42%
17%
0%
8%
42%

42%
17%
0%
8%
8%
42%

13%
8%
8%
46%
25%
8%

8%
0%
17%
75%
17%
0%

17%
17%
0%
17%
33%
17%

17%
4%
46%
42%

25%
0%
42%
42%

8%
8%
50%
42%

50%
50%
5%

33%
58%
0%

67%
42%
8%

54%
17%
38%

50%
25%
58%

58%
8%
17%

13%
25%
4%
8%
58%

8%
33%
0%
17%
67%

17%
17%
8%
0%
50%

21%
42%
21%

33%
83%
25%

8%
0%
17%

No challenges
Community
Engagement with community organizations
Yes
No
Community orgs potentially partner with
Unsure
Children’s museum
Cooking class
Exercise class
Gardening
YMCA
School system
Institutional
Use of family engagement principles
Principle 1
Use
Don’t use
Unsure
Principle 2
Use
Don’t use
Unsure
Principle 3
Use
Don’t use
Unsure
Principle 4
Use
Don’t use
Unsure
Principle 5
Use
Don’t use
Unsure
Principle 6
Use
Don’t use
Unsure

67%

58%

75%

33%
67%

42%
58%

25%
75%

67%
4%
4%
4%
4%
17%
4%

33%
0%
0%
0%
8%
33%
8%

50%
8%
8%
8%
0%
0%
0%

(n=22)

(n=11)

(n=11)

82%
14%
4%

82%
18%
0%

82%
9%
9%

96%
0%
4%

90%
0%
9%

100%
0%
0%

96%
4%
0%

100%
0%
0%

90%
9%
0%

68%
14%
18%

73%
9%
18%

67%
18%
18%

41%
41%
18%

36%
36%
29%

45%
45%
9%

59%
9%
32%

45%
18%
36%

73%
0%
30%

